
case according to the amount of reparative power, the
amount of violence and the age. But there would
seem to be no justification for the popular opinion that
a sprain is worse than a break, an opinion which would
appear to be based upon the over-cautious treatment
following such injuries, which, by interfering with the
proper circulation of the part and guarded motion, in-
creases the sensitiveness and produces a condition
which, if unchecked, may develop a disabled joint,
which is more tedious than an ordinary fracture.
This condition is what is occasionally seen in joints

which are stiffened simply from disuse, for, as is well
known, in limbs which are held stiff in the treatment
of fractures, there is more pain and sensitiveness in
first attempting to move the uninjured joints which
have been fixed in the treatment of the fracture than
in the fractured part itself.
The condition following a sprain is somewhat anal-

ogous to that seen in the soft parts near the site of fract-
ures, namely, the circulation is interfered with, there
is a certain amount of soreuess on motion, and the
muscles and ligaments are strained. As in the condi-
tion which follows the treatment of fractures, a great
deal of stiffness of the fixed joints remain, and on any
attempt to use the limbs there is pain.
In the treatment of sprains we should not be influ-

enced by what is termed by Verneuil, " anchylopho-
bia." A sprain is not a fracture ; at most, it is a tear
or a rupture of some of the fibres of certain ligaments.
This unites readily. If a tendo-Achillis can be safely
moved in a fortnight after tenotomy, certainly a few
ruptured or stretched ligamentous fibres should not be
regarded as grounds for fixation for a longer time.
The patient's pain is the natural check to an excess

of motion.
Fixation by apparatus is only necessary if demanded

to stop pain for a short time after a severe sprain.
In the early stages motion within the pain-limit is

harmless ; in the later stages of a sprain, motion aud
use should be allowed up to the point of pain ; and in
some instances in hypersensitive persons guarded and
protracted motion, even beyond the point of pain, is
indicated.
Compression may be advisable for a short time dur-

ing what may be termed the period of effusion, after
that it becomes injurious.
As means to improve the circulation, applications of

heat aud cold and rubbing are needed from the first,
as well as during the whole treatment ; and use of the
limb, when permissible through absence of pain, is a
natural means of improving circulation and nutrition.
The e8tablishmeut of a precise diagnosis is of the

most importance in sprains. If this is certain, the
treatment is clear aud simple.

DEFORMITIES OF THE SEPTAL CARTILAGE.
BY A. COOLIDGE, JR., M.D.,

Physician for Diseases of the Throat, Massachusetts General Hospi-tal.

The septal cartilage may be considered as roughly
triangular.in shape, and is commonly known as the trian-
gular cartilage in English text-books. It is held in a

bony frame, except along a portion of two of its sides
and the angle between them. This free angle carries
the tip of the nose (Fig. A). The cartilage is very

1 Read before the Boston Society for Medical Improvement, March
26, 1894.

elastic, and has a wonderful power of straightening it-
self even after extensive injury, but we find it more or
less irregular in a very large number of persons.
For convenience these irregularities may be divided

into four varieties (Fig. B.) ; (1) the cartilage, as a
whole or in part, may be simply bowed or bent from
its perpendicular plane without being broken or
thickened ; (2) it may have been fractured along one
or more lines, forming a sharp bend or angle ; (3) it
may present a spur or ridge of cartilage projecting
from its surface ; and (4) it may have been dislocated
from one of its bony attachments and united iu a new

position. Very often more than one of these condi-

Fig. A. —The Nasal Septum.

Fig. B.
—

Diagrammatic Section of the Septum, through a line
represented by the arrow in Fig. A.

tions is found at the same time. Spurs are often found
on the convex side of sharp deviations, and more com-

monly still along the synchondroses of the cartilagewith the vomer or the ethmoid, either with or without
a certain amount of dislocation.
In order to form some idea of the frequency of

these deviations, I have examined the septa of a num-
ber of patients in a hospital clinic at random. Of
course, as many of these patients came to the hospital
for some trouble of the nose, the statistics are of no
value as showing the frequency of deviations in the
community at large. From one hundred cases a
well-marked ridge, in one or both nostrils, was found
along the cartilage-vomer synchondrosis in fifty-eight ;
and along the cartilage-ethmoid in fifty-one. A
noticeable bend of the cartilage in some part of its
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extent occurred in forty. In six there had been an
evident dislocation of the cartilage from the vomer ;
and in four an old fracture of the cartilage.
Concerning the etiology of these deviations there

can be no doubt that most if not all of the cases are of
traumatic origin. The injury may not have been sev-
ere enough to be remembered. It may have been a
series of minor blows ou a nose already bent or
weakened. The septum may have changed its shape
subsequently in attempts of nature at repairing the in-
jury. Whether any other cause produces these de-
formities is a question which is frequently discussed ; the
principal reason for believing that it does is the redun-
dancy of tissue often present. A bowing cartilage set
in a solid bony frame suggests an abnormal develop-
ment of the cartilage ; in most cases, however, the
bowing can be explained by supposing an old green-
stick fracture. Where the cartilage bows into one nos-

tril, the tip of the nose and sometimes the nasal bones
also are deviated towards the opposite side of the face,
the bony septum often joining in the same bowing.One nasal cavity is thus encroached upon and the other
one enlarged. In the case of a simple spur, respiration
may be impeded in one nostril without any correspond-
ing enlargement in the other. Up to a certain point
these changes in size of the nasal cavities are com-

pensated for by an enlargement of the turbinate bones
opposite a concavity in the septum and their retroces-
sion opposite a convexity. Beyond this point symp-
toms of nasal obstruction are found, and for this ob-
struction we may be called upon to operate. In front
of the anterior end of the lower turbinate, opposite
the anterior border of the nasal process of the superior
maxilla, the nasal passage is narrow ; no change in
the external wall is possible ; aud obstruction to breath-
ing is more easily brought about.
In operating on the cartilage it must constantly be

borne in mind that we are not dealing with a solid
structure, but with one that is very elastic, aud liable
to be changed in shape by cicatricial contractions and
by other causes. The elasticity of a bent cartilage is
sufficient to bring it back to its original shape even
after it has been held straight for a long time. It may
be bent straight several times a day, or a splint put
against it for weeks without accomplishing anything;
to remain in a new position its resiliency must first be
destroyed and redundant tissue must be removed. For
this purpose several methods and several instruments
have been brought forward. For simple bowing of
the cartilage, Heylen, in 1847, dissected the mucous
membrane from the projecting convexity, and removed
a piece of the cartilage. Different modifications of
his operation have been described since. Blaudin
punched small disks in the cartilage with an instrument
not unlike a conductor's punch. Steele introduced a
modification which, used in the same way, produces
stellate incisions. A septum redresser, consisting of
a pair of flat, smooth blades for crushing or refractur-ing the septum, was brought out by Adams in 1875.
Asch describes an instrument, one blade of which is
flat, the other with a sharp edge, like a can-opener,
for making a series of incisions through the cartilage.
Roberts advocated the division of the cartilage with a

bistoury, and the insertion of pins to hold the fragments
together until union has taken place. Ingals, with a
small nasal trephine, drills out a few cores of cartilage
lengthwise without perforating the mucous membrane
of the concave side. For the removal of spurs aud

ridges, a knife, if the obstruction is not osseous, may
be used. Bosworth's nasal saw, Seiler's burrs, and
the' nasal trephine of Curtis, driven by an electric
motor, are especially useful. To hold a septum in
position after operation, we find recommended by
different authors gutta-percha, hard rubber, soft rubber,
ivory, glass, tin and zinc covered with cotton, aud
simple packing of antiseptic gauze or cotton. The
problems presented to us by the septum are so varying
that it seems to me that one method cannot be used to
the exclusion of others. Before speaking of the treat-
ment of the different forms of deviated cartilages, 1
will summarize a few general rules which I think it is
always well to bear in mind.
Too much should not be undertaken at once ; it is

better to leave something for subsequent operations than
to run the risk of leaving the septum with too little
support or of perforating it. But an accidental per-
foration may heal by first intention, if there be no loss
of substance, and the wound is kept aseptic.
The resiliency of the cartilage at the point where it

is obstructing respiration must be destroyed, so that no
pressure is required to hold it iu place while healing.
Asepsis is of great importance in shortening the time

required in healing, and in preventing soreness and
foul discharge.
A smooth surface heals much more readily than a

rough one, even if more mucous membrane has been
removed, but otherwise it is advisable to save as much
of the mucous membrane as possible.
A splint or packing is always disagreeable to the

patient, and ofteu retards healing. Wherever it is
possible to choose an operation which requires no splint
aud no packing, or for not more than a day or two, it
is much less of an undertaking for the patient.
These operations are always difficult with children, ,

on account of the small size of the nose and their in-
tolerance of packing.
Where the cartilage is not bent, and the obstruction

is due to a ridge along the lower border, the ridge may
be removed with a knife, a trephine or a saw. The
latter is generally preferable, as the bleeding is less
than with a knife and the surface is left smoother than
with a trephine. If the septum is bent, and a spur is
also found in the convex or occluded nostril, I believe
that a mistake is often made in simply removing the
obstructing spur or thickening. This applies especi-
ally to those spurs found on the apex of the line of an
old fracture (Fig. B, 2). I am certain that I have seen
the bowing of a cartilage much increased a few weeks
after a septum has been thus shaved. This danger is
greater the farther the spur is situated from bone, and
is greater in young than iu older persons. I believe
that often a spur, at least for some years after its ap-
pearance, is a provision of nature for strengthening a
weak point ; for preventing further bending or dislo-
cation ; and that it is a question for judgment in each
case whether a septum can be deprived of it safely.
Where the couditious allow it, aud the obstruction is
due to redundant tissue, Bosworth advises that a new
septum be sawed out, as one would a board from a

log.
For relief of obstruction due to bowing of the carti-

lage, I have used entirely different methods according
to the extent of the deformity. In a case, for instance,
where the cartilage has been fractured aud dislocated
from its lower attachment, occluding one nostril almost
entirely, it is impossible to gain enough by a minor
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operation under cocaine. In such a case I should
etherize the patient, free the floor of the obstructed
nostril from the dislocated base of the septum by a

saw, refracture, and destroy the resiliency of the carti-
lage with a Steele or Adams nasal forceps, until no
cartilage retaining its elasticity obstructs a free pas-
sage for respiration. A splint, as large as can be
passed through the nostril, can then be laid against the
septum, and held in position by gauze. If necessary
for better support, another splint can be put in the
other nostril. If the nasal cavity be washed out with
corrosive sublimate solution and a tin splint covered
with iodoform gauze be used, the wounded surface
will often be kept clean for several days. By chang-
ing the splint on the fourth or fifth day, it may not be
necessary to remove it again until the end of three
weeks. I have also used splints made of glass with
the edges rounded. Their polished surfaces do not
irritate granulations, and the nostril can be irrigatedwithout removing them.
Disadvantages of such an extensive operation are,

discomfort to the patient from nasal splints and a
chance that subsequent cicatricial contraction may
again distort the septum. If the nostril is small,
caremu8tbe taken that adhesions do not form between
the septum and turbinâtes, or the floor. The patient
should be warned that he may have to be observed for
some time.
When a bent septum is obstructing respiration by

simply bowing into one nasal cavity, it is often possible
to correct it by an operation much easier for the pa-
tient. For this I have obtained good results from two
different methods. The first is the old method of dis-
secting out a piece of the cartilage from the projection.
I first try to dissect a flap of mucous membrane from
over the projection in the obstructed side, and turn it
up, keeping it out of the way with a small pledget of
cotton. I do not expect to save all of the mucous
membrane of this side, and do not spend much time
in trying to preserve it. An incision is then made
through the anterior edge of the exposed cartilage,
and with a blunt instrument the mucous membrane of
the concave side separated from the cartilage. A piece
of cartilage, perhaps half an inch long horizontally by
a quarter-inch wide, is then cut out, leaviug only the
intact mucous membrane of the concave side between
the two nostrils. If it seems necessary incisions can
be made into the edges of the cartilage left on the
sides of the hole. The flap of mucous membrane is
then replaced, and iodoform gauze put into the nostril
sufficient to push what is left of the septum towards or
beyoud the median line. This packing can generally
be left out in a few days. It is better not to take out
a larger piece of cartilage than is necessary. Cicatricial
contractions during subsequent weeks or months may
change the shape of the septum ; if they are not ex-
tensive, the result may be an improvement, a straighten-
ing of the septum ; if they are too great, they may
bow it in some new direction. An objection to this
operation is the time that it takes if bleeding is persis-
tent and the nostril narrow. Also, if much mucous
membrane has been sacrificed, the healing may be slow.
The second method is the operation of lugals, of

trephining out cores from the obstructing cartilage.
After cocainizing both sides of the septum, a trephine,
with a diameter no greater than the thickness of the
cartilage, is entered through the convex side into the
cartilage at a point where it seems to offer the greatest

resistance to replacement. It is kept between the two
layers of mucous membrane, drilling out a round core
of cartilage for as long a distance as is necessary, and
brought out again into the same nostril. This is re-

peated as often as is necessary to remove redundant
cartilage or destroy its elasticity. The cores may be
taken either horizontally or obliquely, or both. When
the septum can be pressed iuto the median line without
force, it is held there by packing or a splint from a
few days to two or three weeks. The passage of the
trephine should be watched from the opposite or con-
cave side through the mucous membrane in order to
avoid perforating. This operation requires but little
time; there is seldom any trouble from bleeding; and
all of the mucous membrane is saved except where
the trephine enters aud leaves. Enough cartilage
should be removed to replace the septum without press-
ure, the splint or packing being only necessary to
steady it.
In closing, I can only repeat what I have said before,

that the cartilage of the nose often slowly changes its
shape for reasons not entirely understood, and that in
some cases obstruction recurs to a greater or less ex-
tent, but the ultimate results of most of the cases which
I have been able to follow have been generally satis-
factory. The subject has not yet received the atten-
tion it deserves. A patient is sometimes perpetually
annoyed by the blocking of one nostril ; chronic inflam-
matory trouble is kept up, and the ear may be affected.
Iu such cases relief can be expected only by establish-
ing normal nasal breathing.

IMPERFECTLY STERILIZED MILK.
BY E. M. BUCKINGHAM, M.D.,Instructor in Diseases of Children, Harvard University.

During the summer, the problem of keeping babies'
milk sweet is important, and the object of this commu-
nication is to call attention to certain practical points
connected with it.
In some of the large cities we are now so fortunate

as to have laboratories where milk can be prepared by
prescription in what proportions we please, and so
treated by heat as to remain sweet for a sufficient time.
This is by all means the most satisfactory way, as it
saves trouble and secures definite results, while it adds
to our knowledge. If the prescription does not fit the
case, it is the fault of the prescriber and not of the
chemist. But there are people who for one or another
reason will not, or do not, employ the laboratory, and
for them the physician ought to be able to prescribe,
not so exactly, that is impossible, but so as to avoid
great errors.
In my own opinion, of the various modifications to

which cow's milk can be subjected in order to fit it for
infant's food, sterilization is the least important ; that
is, the proper proportion of fat, albuminoids, etc., to fit
the milk for the digestion and nutrition of a particular
baby is always important, while the destruction of bac-
teria is of consequence only when their presence is
likely to do injury. Practically, the presence of a few
bacteria in milk which is to be soon used, does not
under ordinary circumstances do any appreciable harm.
Iu the warmest weather, however, and in some other
cases, destruction of bacteria before they have time to
work mischief becomes of importance. It is of the
domestic means of effecting this destruction that I wish
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